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PROBLEMS IN GENITO-URINARY 
DIAGNOSIS AND TREATMENT 
IN A COMMUNITY HOSPITAL* 


Ervin L. StamsBauGH, M. D.,** 
Lewes, Del. 

During the last 25 years the advances in 
genito-urinary surgery have kept pace with 
the progress in other surgical fields. The 
more frequent use of the x-ray and cystoscope 
has been responsible to a great extent for 
this progress. However, it is not meant to 
laud these examinations above clinical meth- 
ods. A good diagnosis can frequently be 
made with a careful history, complete physi- 
eal examination and examination of the urine. 
The general practitioner can evaluate pain, 
changes in the urinary act and obstruction. 
Rectal palpation must not be neglected in the 
physical examination. Examination of the 
urine should be part of every patient’s study. 
Finding a few blood cells in a microscopic 
field calls for further study. 


X-ray and eystosecopy are the next steps 
in a more searching urological diagnosis. A 
flat plate of the abdomen (K.U.B.) is often 
revealing. Cystoscopic examination is valu- 
able, serving the four-fold purpose of (1) 
viewing the bladder, (2) studying the kid- 
ney function separately with indigo carmine 
or P.S.P., (3) examining bacteriologically 
separate kidney urines, and (4) studying the 
kidney pelves and ureters after filling them 
through ureteral catheters with a_ solution 
opaque to x-rays (retrograde pyelography). 


Excretory urography has been added to 
our diagnostic armamentarium. This inves- 
tigation not only gives a quick survey of a 
problem but is also useful in eases in which 
cystoscopy is impossible or contraindicated. 
This method cannot replace retrograde pyelo- 
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graphy and should be regarded as having 
limitations. 

In a recently published case report,' we 
stated that the urologist shared responsibility 
in the diagnosis of pelvic, abdominal and low 
back pain. We pointed out that it was a 
good rule to keep the urinary tract in mind 
before as well as after operation. It should 
be routine to examine a catheterized specimen 
of urine on every patient and to order an 
excretory urogram frequently. A flat plate 
x-ray of the abdomen may be enough. Re- 
cently we saw a patient with symptoms sug- 
gesting a gynecological emergency. <A few 
red cells in the urine cautioned us, and x-ray 
revealed a caleulus, which she passed in three 
days. 

A study of several hundred eases of genito- 
urinary tract disease seen at the Beebe Hospi- 
tal over a period of twenty-five years has 
been made in an attempt to review pertinent 
facts in diagnosis and treatment. Classifica- 
tion is as follows: 

Congenital anomalies 
Traumatic injuries of the kidneys, ure- 
ters, bladder and urethra 
Movable and floating kidney 
Urolithiasis 
Hydronephrosis 
Urinary tract infections, pyelitis of 
pregnancy, a postpartum pyelitis 
Neoplasms 
Gonococeal infections, organic stricture 
in the male 
Venereal ulcers 
Benign prostatic hypertrophy 
Urogenital tuberculosis. 

1. CONGENITAL ANOMALIES 

Cystoseopie and excretory pyelography has 
made it apparent that these lesions are not as 
uncommon as formerly thought. Horseshoe 
kidney, ectopic kidney, renal hypoplasia, soli- 
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tary kidney, duplication and bified ureter be- 
come important clinically when they become 
infected. Anomalies are unmistakably prone 
to disease. 

We found a horseshoe kidney and an ecto- 
pie kidney at operation. Renal hypoplasia 
was noted in four instances, while duplication 
of the ureter and bifidity occurred nine times. 
Infection complicated the bifid group in 50% 
of the cases. Four cases of hypospadias, one 
ease of exstrophy of the bladder in a newborn 
were noted as anomalies of the lower urimary 
tract. Undescended testicle was operated on 
in seven instanees. No malignant transforma- 
tion was noted. 

The Thorek operation was performed with 
excellent results in four cases. Orchiectomy 
was done in three adult cases of undescended 
testicle. 

2. TRAUMATIC INJURIES 

Kidneys, bladder, urethra: Thirty-six pa- 
tients were classified as genito-urinary tract 
injuries on the basis of symptomatology 
and/or hematuria. There were two deaths 
in 24 hours. Nephrectomy was performed in 
a case of complete bisected kidney. This pa- 
tient was admitted in severe shock from gross 
hematuria nine days after her accident. Three 
cases of urinary extravasation due to trauma 
were treated by cytotomy. Excepting two 
cases oi rupture of the urethra, penile and 
scrotal injuries were minor. Hematuria was 
noted in ten eases of fracture of the pelvis. 
Lesions of the spinal cord associated with ver- 
tebral fractures necessitated catheterization 
and treatment of bladder infection in 70% 
of 18 cases. 

3. MovasLE KIDNEY 

Twenty-five cases of nephroptosis were 
noted. ‘‘Ptosis’’ is not a diagnosis in certain 
clinies, so the x-ray man trained with such a 
group holds the term in disfavor. We re- 
cognize renal mobility by palpation, urogra- 
phy in upright and recumbent position, and 
attacks of Dietl’s crisis (not a kinking of the 
ureter but a torsion of the ureter or vascular 
pedicle). Nephropexy is reserved for cases 
so evaluated. It should never be done in eases 
associated with general visceroptosis. Only 
four of our eases were operated on, three 
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with excellent results, one with a fair result. 
4. UROLITHIASIS 

The problem of urinary ealeuli is interest- 
ing from the standpoint of diagnosis, treat- 
ment and recurrence. 178 cases of kidney 
and ureteral caleuli were reviewed, along with 
18 bladder and urethral ealeuli too large to 
pass per urethrum. Renal or ureteral ealeuli 
eannot be inferred from renal colic. The 
diagnosis, however, is suspected with a sug- 
gestive pain and the constant finding of red 
blood cells in the urine. There are statistical 
differences but x-ray study is confirmatory 
up to 95% of stone cases. Certain calcareous 
bodies may be misinterpreted. <A phlebolith 
or caleified mesenteric gland in line with 
the ureter must be excluded with ureteral 
catheterization and retrograde pyelography. 
Other ecaleuli can be obscured by opaque 
media. <A scout film is stressed. 

The progress a calculus makes is followed 
by x-ray, and cystoscopic manipulation is re- 
sorted to when impaction occurs. Ureteral 
eatheters are preferred to other stone-grasp- 
ing instruments as being less likely to injure 
the ureter. The catheter accomplishes dila- 
tation and drains the overdistended pelvis. 

A large group of our patients are studied 
eystoseopically after the caleulus has passed, 
and we do not regard this procedure as super- 
fluous. We dilate the ureter and collect spe- 
cimens for culture. 

Infection and obstructive uropathy can 
lead only to renal insufficiency and loss of 
a kidney. Following operation on the ureter 
it is even more important to cystoseopie dila- 
tation to prevent ureteral stricture. Of 178 
patients with renal and ureteral ecaleuli eigh- 
teen were operated on, with three deaths, a 
mortality of 16%. Two deaths were hardly 
preventable; one died of embolism. In the 
second ease, death was caused by operative 
shock, without benefit of a blood bank. 

Vesical caleuli ean be handled by lithopaxy 
and eystotomy. When cystitis and prostatism 
complicate bladder calculus, cystotomy is pre- 
ferable. A large stone precludes lithopaxy. 
Eighteen cases of sizeable and multiple eal- 
euli in the bladder and urethra were operated. 
One death occurred in a patient with severe 
cystitis and a scrotal perineal fistula. 

Pseudolithiasis was noted in two drug ad- 
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dicts. One placed ‘‘stones’’ from the pot of 
her growing narcissus bulbs in the urine spe- 
cimens. 

2. HYDRONEPHROSIS 

It is in this field that cystoscopy and pyelo- 
graphy are most effective. While a large 
palpable mass in the groin rarely misleads, 
the pain of a small hydronephrosis is often 
erroneously diagnosed as appendicitis or gall 
bladder disease. Cystoscopic pyelography af- 
fords the best means of diagnosis, with only 
one pitfall, that is, inability to catheterize an 
obstructed stricture of the ureter. Intraven- 
ous urography has an advantage here. 

The classification of hydronephrosis in- 
eludes congenital and acquired types. Camp- 
bell? states that 12% of all individuals are 
born with some variety of urogenital tract 
malformation and of these approximately one 
in six has congenital obstruction in the upper 
urinary tract. Stricture is the most common 
congenital urinary obstruction. Aberrant 
vessels occurring in approximately 25% of 
individuals may compress the ureter and re- 
sult in hydronephrosis. The pelves and kid- 
ney form a dilated sac. These causative fac- 
tors work most often at the uretero-pelvic 
junction. Ureteral stricture is suggested by 
a history of symptoms influenced by posture, 
an onset of pain lying down and relieved on 
getting up, and prevention of attacks by 
Fowler’s position. Aberrant renal vessels 
may compress the ureter at any point. Symp- 
toms suggesting this diagnosis are pain and 
pyuria occurring in a young individual. 

This entire problem is being reviewed in 
current literature with the idea of doing more 
conservative surgery. Ureteropelvoplasty 
should be considered when the destructive 
process has not gone on to demand nephrec- 
tomy. The disease has a bilateral tendency. 

Hydronephrosis was investigated in twen- 
ty-eight patients. Other examples of minor 
degrees of pyelectasis are not included. Three 
nephrectomies and a ligation of an aberrant 
vessel were done. 

Polycystic disease is congenital. Two cases 
were studied. The lesion should be studied 
by excretory urography. 

6. Urrnary Tract INFECTIONS, PYELITIS 

or PREGNANCY, PostPpaRTUM PYELITIS 

Bacillary and coceal infections comprised 
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the largest group of patients. 247 cases were 
listed as acute or chronic pyelitis or pyelone- 
phritis. 88 cases of cystitis brought the total 
to over 300 eases. Urinary tract infections 
associated with ureteral caleuli, prostatism, 
diabetes and post-operative infections are not 
included. 

In the beginning of our survey we were 
impressed with the number of urinary tract 
infections following hysterectomy. From 
year to year this ineidence has decreased, but 
the average shows that about one-third of 
these cases present clinical and laboratory 
evidence of infection. One-half of our eases 
of diabetes mellitus were associated with uri- 
nary tract infection. 

The importance of urinary tract infection 
is its morbidity. [From the simple pyelitis 
which responds to rest, sulfones and anti- 
bioties after a few days, other eases go on 
to a chronic form which ean be destructive to 
one or both kidneys. Cystoscopy may be 
superfluous in the simple pyelitis, but it 
should be used in all chronic types for a dif- 
ferential diagnosis. We stress the number of 
eases which look like appendicitis. Herman* 
points out that pyelitis is twice as common on 
the right side, and if bilateral the disease 
is more marked on the right. 

Our records are far from complete but it 
is fairly evident that the causative bacteria 
rated this order of importance: 1. Gram 
negative bacillus coli; 2 Gram positive staphy- 
lococeus and streptococcus; 3. Mixed infee- 
tions and less frequently cultured; 4. Bacil- 
lus influenzae; 5. Pneumococeus; 6. Diph- 
theriod organisms. 

Pyelitis of pregnancy is also a urological 
problem. The condition usually responds 
to sulfones and penicillin. Expectant treat- 
ment was carried out in 33 of 36 cases. One 
ease in which eystoscopic treatment was done 
for ureteral drainage is interesting. A eal- 
eareous plaque hid the right ureteral orifice. 
The attached ‘‘sand’’ was swept away with 
the ureteral catheter. 

Postpartum pyelitis calls for urological 
solution. It occurred in ten cases and contri- 
buted definitely to maternal morbidity. It 
is the rule to study cases of postpartum pyuria 
lasting two weeks eystosecopically. Prenatal 
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kidney pelvis distension should return to nor- 
mal soon after delivery. 

In treating all urinary tract infections it 
is empirical to use sulfones and antibiotics. 
Certain prerequisites are stressed: 1. A free 
flow of urine without obstruction ; 2. Drainage 
of accumulated exudate; 3. Adequate renal 
function to secrete the chemotherapeutic 
agent. Penicillin is not effective in the colon 
group. Sulfasuxidine and streptomycin have 
been used in urinary infections by Crowley 
and O’Conner* in 26 patients who had been 
under observation for three months to 20 years 
without an effective lasting eradication of the 
eolon bacillus. Results were successful with 
five to seventeen grams of streptomycin and 
various amounts of sulfasuxidine. 

As important as therapy is the prevention 
and lowering of the incidence of urinary tract 
infection following surgery. The incidence 
is high but it ean be kept down, if we regard 
catheterization as serious interference by any- 
one except trained personnel. We have now 
adopted catheterization on the operating 
table, the catheter to be retained. Occasional 
irrigations keep the catheter in mind. Early 
ambulation helps restore normal bladder func- 
tion. Hicks’, in a study of 2000 cases, has 
reduced morbidity from catheterization from 
18% to 3% by adopting indwelling catheters 
over intermittent catheterization. 

7. NEOPLASMS 

The subject of neoplasms of genito-urinary 
origin is merely touched on here. Benign 
tumors are rather uncommon, and malignant 
tumors are perplexing problems of diagnosis 
and treatment. 

Our cancer series, with the exception of 
cancer of the prostate, was small. Of the kid- 
ney tumors there were a hypernephroma, an 
adenocarcinoma and a sarcoma. There were 
11 cases of carcinoma of the bladder. Papillo- 
mata show a tendency to malignant transfor- 
mation and are included in Grade I earcinoma. 

Nephrectomy was performed in two cases 
of kidney tumor. Bladder tumors were 
treated with cystoscopie fulguration, irradia- 
tion with radium and surgery in nine of the 
11 cases. Surgery was resorted to in anterior 
wall cancers only. Relative cures are diffi- 
eult to determine. A pedunculated bladder 
papillary carcinoma case lived seven years 
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after resection. Another patient with infil- 
trating carcinoma of the bladder is alive five 
years afterwards without recurrence. On the 
other hand, one ease of infiltrating carcinoma 
involving the muscular coat of the bladder re- 
curred in three months after resection. 

We emphasize the importance of painless 
hematuria in the diagnosis of carcinoma. 
Neoplasms bleed for a day or two and then 
not again for a long time. We do not hesi- 
tate to do cystoscopy in the face of gross hema- 
turia if we would avert disaster. 

Cancer of the prostate is one of the geria- 
tric diseases which is on the increase. In 
recent years hormonal treatment and eastra- 
tion have contributed much to the relief of 
these patients. The diagnosis is made by rec- 
tal palpation of a hard nodular gland. Biopsy 
is not too helpful. 

Forty cases of carcinoma of the prostate 
were investigated. Bilateral orchiectomy was 
done in eighteen recent cases. All cases of 
castration have been comfortable for from one 
to six years. Nearly all go without catheter 
thirty-to-sixty days after orchiectomy. Cas- 
tration patients received stilbesterol post- 
operatively, and four cases were treated by 
stilbesterol alone. 

In eareinoma of the penis our results have 
been fairly good. One refused operation, four 
are alive one, two, five and fifteen years 
following amputation and dissection of fatty 
lymphoid tissue in the groin. 

One case of teratoma of the testicle died 
after orchiectomy within one year. The ex- 
perience with this malignancy is discouraging, 
no better than that of a prominent surgeon 
who, when asked what he did for carcinoma of 
the testicle, replied he didn’t know—he had 
no patients alive. 

8. GonococcaL INFECTIONS ORGANIC 

STRICTURE IN THE MALE 

Everyone feels that the problem of gonorr- 
hea is solved with sulfones and penicillin. Yet 
there are warnings that posterior urethritis, 
prostatitis and seminal vesiculitis will plague 
us later, like the rat that got away in the 
Pied Piper fable. There is not much in the 
literature to support this, but experience has 
shown that prostatitis is difficult to treat. 
The patient is cured by his own tissue reac- 
tion to the gonococci and not because anti- 
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biotics will kill gonocoeei. Urethral stricture 
continues to occur. Fifty-five patients were 
seen with organic stricture and incomplete to 
complete retention of urine. Fourteen had 
urinary extravasation. However, most of 
these cases were seen before sulfanilamide and 
penicillin treatment. 

A ease history: C. S., aged 26, with pain, 
urethral discharge and inability to void. He 
had contracted gonorrhea two years previous- 
ly. He practised self-catheterization for a 
month. His recent trouble began when ‘‘a 
sound got eaught.’’ Following this a serotal 
mass developed. On examination a stricture 
of rather large ealibre was found. It was 
easily dilated after incision of the perineal 
abscess. 

These strictures often receive the worst 
handling in our offices. We have become 
so cautious as to prepare them and treat them 
in minor operating rooms when adequate 
armamentarium is ready to meet any difficul- 
ty. We start with small bougies and work 
up. The Lak orte sound has been invaluable. 
This is a soft filiform bougie with a larger 
metal follower. We often stop at this #14 
dilatation. After a day or two of urethral 
rest, we continue with soft bougies up to #20 
without fear. It is argued that steel sounds 
give a sense of gentleness to the procedure. 
Our answer is that we have never seen injury 
with the soft bougies and we have never seen 
a gentle steel sound. Patients are not dis- 
charged until gradual dilatation has been ex- 
tended to #26 sounds. These people are an 
appreciative lot but because of the anticipa- 
tion of discomfort they dread to return for 
treatment. 

Cases of extravasation respond to ineision 
of the perineal abscess or to suprapubie cysto- 
tomy. Of eleven cases of extravasation with 
impassable stricture, six were operated by 
eystotomy and retrograde dilatation. <A 
threaded catheter is manipulated past the 
triangular ligament and guided toward the 
glans. In this way we construct a new chan- 
nel with sphinterie action intact. The linen 
thread is left for subsequent dilatation much 
in the manner of esophageal dilatation 
through a gastrostomy opening. Results 
were good in all cases. In one ease the whole 
right anterior wall sloughed away, but the 
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patient had a good urethral channel. In 
another case a new urethra was established 
with closure of a urethro-rectal fistula of 
several years standing. No incontinence was 
noted. 

9. VENEREAL ULCERS 

The differential diagnosis of penile ulcers 
includes study of the chanere, chanecroid; 
granuloma inguinales and lymphopathia vene- 
reum. The complications include inguinal 
adenitis, of which the indolent type is usually 
syphilitic and the suppurative type usually 
ehaneroidal. Inspection of the lesion is 
usually diagnostic but a dark field for tre- 
pinema pallidum should be done before ex- 
cluding syphilis. Two weeks are lost waiting 
for a positive Wassermann. 

In 1943 Mahoney Arnold and Harris® re- 
ported that penicillin was effective in the 
treatment of syphilis. Sinee that time peni- 
eillin has been the principal drug employed, 
either alone or in combination with the heavy 
metals. Therapy, however, has not been 
standardized nor has it been proven beyond 
doubt what percentage of patients will have 
to have retreatment. On the basis of present 
available knowledge, crystalline penicillin in 
the dose of 6,000,000 units is adequate. Three 
injections of mepharsen and five injections 
of bismuth subsalicylate in oil are given in 
combination. 

Chaneroids are dirty multiple venereal 
uleers. Thirty cases are cited as evidence 
that the disease is fairly common among 
Negroes aboard fishing boats. The disease 
had more or less subsided on the penile organ 
when hospital admission became necessary for 
the suppurative inguinal adenitis. It re- 
sponds to sulfones and unless a mixed infee- 
tion is present penicillin is of little avail. 

Lymphopathia venereum was diagnosed 
four times. This is a chronic venereal infee- 
tion caused by a filtrable virus. The disease, 
proved by the intracutaneous test of Frei or 
tissue section, begins as a sharp uleer with 
a clean red base and clean edges. Inflamma- 
tory stricture of the rectum is common. Re- 
sponse to treatment is sluggish with sulfanil- 
amide or sulfadiazine. Penicillin is helpful. 
Granuloma inguinale should not be confused. 
This disease is caused by Donavan bodies re- 
covered from lesions for bacteriological study. 
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10. BENIGN HYPERTROPHY OF THE PROSTATE. 
The diagnosis of prostatic enlargement is 
made by rectal examination. We are inclined 
to avoid cystoscopy in elderly men unless rec- 
tal examination is inconclusive or if we sus- 
pect intravesical enlargement of the gland. 

We are told that 10% of patients with 
prostatism will require surgery. The types 
of operative procedure are three: 1. Supra- 
pubie prostatectomy; 2. Transurethral re- 
section; 3. Perineal prostatectomy. A com- 
parison of our experiences and results indi- 
cates that suprapubic prostatectomy should 
be our method of choice. 112 cases of benign 
hypertrophy of the prostate were investigated. 
51 eases were operated as follows: 1. Two 
stage prostatectomy—30 patients; 2. Tran- 
surethral—11 patients; 3. First stage prosta- 
tectomy (cystotomy )—10 patients. Our mor- 
tality in the two stage prostatectomy and first 
stage cystotomy was 6%. 

It is often argued that the 2 stage prostatec- 
tomy requires longer hospitalization and that 
urethral stricture, incontinence and loss of 
sexual function are more common. Against 
this argument we point to the fact that it is 
a more complete operation than transurethral 
resection. The complications of urethral 
stricture and incontinence must be met by 
post-operative treatment. We dilate the oc- 
easional stricture. With only one case 
of incontinence of long standing we feel 
that this complication is usually temporary. 
The patient should be advised to re-educate 
this urinary sphincter, employing alternating 
voluntary contractions and relaxations of 
the external sphincter. 

We feel that the pendulum is swinging 
away from transurethral surgery and toward 
operative removal of the hypertrophy by sup- 
rapubic, retropubic or perineal route. Several 
factors have been at work. Sulfones and 
antibiotics have lowered morbidity and num- 
ber of hospital days. Early ambulation of 
these patients appears to prevent embolic 
phenomena. 

11. UROGENITAL TUBERCULOSIS. 

Renal and vesical tuberculosis offers diag- 
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nostic resistance in the majority of cases, 
There are no absolute criteria, so any study 
must inelude several investigations. With 
hematuria, polyuria and irritability of the 
urinary act in a young individual, the pos- 
sibility of tubureulosis should be kept in mind. 
A urine, acid in reaction, sterile on culture, 
showing pus, should be under suspicion. If 
the lower urinary tract is affected, the first 
indication is an enlargement of the epidi- 
dymis. 

Cystoscopy offers a chance to view the blad- 
der. Tubercles are rare, ulcerations not too 
common. Of more significance is the appear- 
ance about one or both ureteral orifices. The 
changes noted complicate catheterization and 
pyelography. In one of our cases, a thickened 
ureter, seen later at operation, could be nego- 
tiated only with a #4 catheter. Failure to 
negotiate this ureter at a previous cystoscopy 
postponed this patient’s diagnosis and neph- 
rectomy for six months. 

In certain cases we are compelled to resort 
to excretory urography for function and pel- 
vic outline. The ‘‘closed’’ kidney fails to ex- 
crete the dye. The caseo-cavernous type of 
infection shows a good shadow of dye because 
the medium lodges in the cavities and is not 
rapidly excreted. 

In addition to the above studies, we like 
to find the pathological bacillus in the urine. 
The organism is elusive on stained sediment 
smear. Cultures are frequently negative. We 
recently removed a pyelonephritic sae with 
two negative cultures. The pathologist re- 
ported tuberculosis. 

Five cases of kidney and ureterovesical 
tuberculosis are listed. Nephrectomy was 
performed in three patients. Two cases of 
lower urinary tract tuberculosis are interest- 
ing. <A ease of a boy 15 years of age, who 
had tuberculosis of the epididymis, testicles, 
prostate and bladder, had been treated as a 
venereal case for some time. The other case 
was of bilateral testicular tuberculosis. With- 
in one year both testicles were removed. At 
the end of ten years there is no extension of 
the infection, either locally or to the lungs. 


In conclusion we would like to summarize 
our experiences with the nephrectomized pa- 
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tient. Our patients were observed and classi- 
fied as follows: 
NEPHRECTOMY FOR 


1. Tuberculosis ....... 3 cases 
re 4 cases 
3. Hydronephrosis 4 cases 
Ry) SY agin s:s-bcmeas 1 eases 
= irre. 2 eases 


It is granted that nephrectomy alone will 
eure unilateral tuberculosis. In stone eases, 
however, a whole or part of a diseased kid- 
ney should be saved, even at the expense of 
re-operation. A more limited type of opera- 
tion should be done for hydronephrosis. So 
before removing a kidney, we should ask, 
first, is the lesion unilateral, and second, is 
the other kidney functionally adequate? Our 
experience with the nephrectomized patient 
is bad. Two died because we could do little 
or nothing for a poorly functioning ‘‘lone kid- 
ney’’. Both were stone cases. A third pa- 
tient with one kidney had two therapeutic 
abortions in two years because of renal in- 
sufficiency. 

SUMMARY 

1. Several hundred eases of genito-urinary 
disease have been reviewed in an at- 
tempt to stress the importance of a 
searching urological investigation in 
hospital practice. 

2. The status of urinary tract infection is 
improved by sulfones and antibioties. 
We cannot condone careless catheteriza- 
tion, however. 

3. The problem of the nephreectomized pa- 
tient has been summarized. Every ef- 
fort should be made to save a whole 
or part of a diseased kidney. Nephree- 
tomy is reserved for the kidney which 
has been completely destroyed. 
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DISCUSSION 

Brice 8. VALLETT, M. D. (Wilmington): It 
is through close cooperation with and help 
from the other fields of medicine and surgery 
that urology has reached its present status. 

Dr. Stambaugh has ably presented some of 
the problems that confront us. He has em- 
phasized careful history taking; for which 
there is no substitute. A urinary culture is 
a must in accurate diagnosis and treatment. 
Retrograde cystoscopy should be done more 
often in children. The value of retrograde 
eystography has not been utilized, and cystos- 
copy is not complete without it, especially in 
evaluation of the size of vesical neoplasms. 
Exeretory urography should never be used 
as a substitute for retrograde cystoscopy, but 
where possible do both. 

An adult male was admitted to our hospital 
with excretory urographiec evidence of a stone 
in the right kidney. Cystoscopy also dis- 
closed a small epidermoid carcinoma of the 
bladder. 

As pointed out by Grollman, ‘‘the demon- 
stration of the basically hermaphroditie na- 
ture of the individual and the role of the 
hormones in determining sex differentiation 
has clarified the development of congenital 
anomalies of the reproductive system.”’ 

To evaluate the renal status in traumatie 
injuries, we first do excretory urography. If 
this is unsatisfactory we then do retrograde 
urograms. In a recent stab wound of the left 
kidney operation was carried out at once. 
The Department of Anesthesia has rendered 
invaluable aid in handling eases of this na- 
ture. Many traumatic injuries of the kidney 
it treated conservatively later develop ealcifi- 
eation and obstructive adhesions around the 
pelvis and upper ureter. In urethral in- 
juries, when shock abates, immediate opera- 
tion through the perineum with coaptation of 
the severed ends of the urethra gives the best 
result. Bladder paralysis following cord in- 
juries calls for eystostomy, particularly in 
young men. 

Nephropexy is not complete without careful 
nephro-and ureterolysis. George Prather of 
Boston recently reported a new renal syn- 
drome, ‘‘medial ptosis of the kidney’’. With 
the patient lying in the lateral position x-ray 
filming with anteroposterior projection is 
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used to show the medial extent of renal 
mobility. 

With non-opaque caleuli where the diag- 
nosis is in doubt, lateral x-rays with a catheter 
in situ and injection of a dilute opaque me- 
dium are helpful. The wax bougie of Kelly 
is very helpful here. In the conservative 
treatment of stone, irrigation with urease 
0.5% and solution G is advocated by Keyser. 
If the stone be of the cystine variety alkalies 
by mouth and alkaline irrigations of the renal 
pelvis are efficatious. In stone prevention 
the estrogens and aluminum hydroxide gel 
should be used. Ureteral stones (impacted) 
that do not soon move downward after one 
eystoscopic manipulation are removed surgi- 
eally. 

Hydronephrosis is very, often accompanied 
by gastrointestinal symptoms. Unexplained 
vomiting in a child may be due to hydrone- 
phrosis. A recent innovation in conserva- 
tive surgical treatment is David M. Davis 
operation of ‘‘intubated ureterostomy’’. 

One of the most distressing conditions that 
the urologist is asked to help diagnose is the 
‘*Hunner ulcer type bladder’’ or chronic in- 
terstitial cystitis. It is not surprizing that 
this condition goes so often undiagnosed, be- 
cause the complaints are most often referred 
to the female generative organs, and the 
urine is crystal clear and without abnormal 
elements. An unfailing sign in diagnosis is 
to distend the bladder with sterile water, 
when the return flow will vary from a pinkish 
tinge to frank bleeding. 

About 3% of women fail to void normally 
following delivery, therefore the behavior of 
the bladder after delivery determines to a 
great degree the occurrence of pyelonephritis. 
Theoretically, perfect bladder management 
according to Crabtree should eliminate pye- 
lonephritis. A distended bladder postpartum 
may be confused with intestinal distension. 
Alkalinization of the urine at this time is 
important, as acidosis and low alkali reserve 
are common. The use of sulfa drugs must be 
watched for its effect on the nursing baby. 
Mandelic acid preparations decrease the flow 
of milk. 

Where urinary retention comes on follow- 
ing surgical operations catheterization may 
be avoided if use is made of the parasympa- 
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thetie stimulants such as acetylcholine, doryl, 
mecholyl, furmethide, prostigmin, ete. These 
drugs may be used synergistically, but should 
never be used where bladder neck obstruction 
exists. In a controlled series of postoperative 
urinary retention where catheterization was 
used it was found that the group ecatheterized 
four to six hours after operation seldom need- 
ed more than one catheterization, whereas the 
group allowed to go for eight to twelve hours 
required repeated catheterization. 

Where genito-urinary tuberculosis is sus- 
pected the search for the bacillis by stain, 
culture and guinea pig must be unremitting. 
Many eases deserve sanitorial care both for 
their rehabilitation and the protection of the 
public. If an ulcerative lesion in communica- 
tion with the renal pelvis is detected in one 
kidney, the other kidney apparently good, re- 
moval of the former usually will cause spon- 
taneous healing of the bladder lesions, if of 
not more than one year’s duration. If vesical 
tuberculosis persists with pain and distress, 
transplantation of the remaining ureter into 
the bowl is indicated. Recently Slotkin of 
Buttfalo has advocated the use of moogrol in 
conjunction with streptomycin in treatment. 

There is no uniformity of opinion among 
urologists as to the best method of treating 
malignant tumors of the bladder. 

Renal malignancies should be removed, as 
a eure is often obtained where you least ex- 
pect it. 

It is about carcinoma of the prostate that 
I particularly wish to speak. A certain per- 
centage of men who have had _ suprapubie 
prostectomy for benign overgrowth subse- 
quently develop carcinoma in the posterior 
lobe of the prostate. This is one of the main 
reasons why we favor the perineal approach 
to the gland. Many glands present nodules 
in the posterior capsule which may be benign 
or malignant. 

We must have an earlier diagnosis. As a 
rule there are no early symptoms. The palpat- 
ing finger in the rectum is unreliable in the 
early stage. Acid phosphatase of cancerous 
prostatic tissue does not enter the circulation, 
therefore is not detectable in the peripheral 
blood as long as the capsule of the prostate 
is intact. We have three diagnostic aids: (1) 
perineal biopsy, with frozen section; (2) pa- 
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panicolau’s stain; (3) cystoscopy, Hugh H. 
Young’s radical perineal prostatectomy is the 
treatment of choice in early eases. If a case 
of prostatic cancer is clinically inoperable, 
judging from its local extension, bilateral or- 
chectomy plus estrogens may cause such local 
regression as to make it operable. 

Endoscopic electrical vesical neck revision 
should be used for palliation in the hopeless 
ease, and for those who will not stand surgery. 

Let me again congratulate Dr. Stambaugh 
for his foresight in bringing this important 
phase of medicine before us. 

L. W. ANpERSON, M. D., (Wilmington): I 
want to congratulate Dr. Stambaugh for his 
excellent presentation. I can appreciate the 
amount of work necessary in assembling his 
cases. 

Dr. McCarthy has stated that urology is 
within 5% of an exact science as to diagnosis, 
of which none excel and few equal, while the 
Mayo Clinie claims that their urology is with- 
in about 3% of accurate diagnosis. 

In addition to the routine examination as 
outlined by Dr. Stambaugh, we do excretory 
urograms prior to cystoscopy for a two fold 
purpose: first, for the information gained 
from the outlining of the genito-urinary tract 
by the opaque solution; and secondly, for the 
estimation of renal function as determined by 
the rapidity or delay of the excretion of the 
dye, and also by re-x-raying the patient 45 
to 60 minutes following the giving of the 
dye where evidence of abnormalities are pre- 
sent in the previous pictures, in order to 
determine if there is any retention of the 
dye. 

One should be cautious not to give diodrast 
or neo-lopax intravenously to patients who 
are asthmatics, allergic, or sensitive to iodine, 
since fatalities have resulted from this error. 

Patients’ should be blood typed where sur- 
gery is indicated. 

In trauma to the kidneys, we try to be more 
conservative than in the past, especially so 
since the advent of exeretory urography and 
the use of oxycel and gelform gauze for the 
eontrol of bleeding, along with our blood 
bank. Therefore, nephrectomy is only per- 
formed in extreme trauma to the kidney. 

Next to cancer, urinary lithiasis continues 
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to constitute one of the chief problems of 
urology and should be viewed as a symptom 
and not a disease. The causes of stone are 
still uncertain, however, prominent theories 
are: 

1. colloid—erystalloid imbalance; 2. 
stasis; 3. infection; 4. vitamin A defi- 
ciency; 5. endocrine disturbances; 6. here- 
dity; 7. racial predisposition; 8. climate 
and geographic. 

About 30% of upper urinary ecaleuli when 
smaller than the ealiber of the ureter will 
pass spontaneously. The use of rigid instru- 
ments in the attempt to dislodge caleuli from 
the ureters. should be condemned as danger- 
ous. 

Pyelitis of pregnancy still remains a uro- 
logical problem, since in a good many in- 
stances the sulfonamides and penicillin can- 
not reach the kidneys and lower urinary tract 
in sufficient coneentration to destroy the in- 
fections, because of impaired renal function 
or mechanical obstruction to the urinary out- 
flow. 

A ease in point is that of a white female, 
aged 41 years, seen September 9, 1948, com- 
plaining of pain in kidney areas and lower 
abdomen of three days duration, which was 
associated with a 51% months pregnancy, 
nausea, vomiting, and a temperature of 103°. 

Past History: Four previous pregnancies, 
complicated with two dead babies at or near 
full term, and phlebitis following her third 
pregnancy. Nephrolithotomy 314 years ago 
with uneventful recovery, but patient refused 
follow-up treatment and observation. 

On September 10, 1948, a flat x-ray and 
intravenous urograms revealed a caleulus in 
upper left ureter with a non-functioning kid- 
ney, and advanced hydronephrosis on right 
side with very little drainage into bladder. 

September 11, 1948: C. B. C., 3,560,000; 
Hb., 10.5 gms., 70%. W. B. C., 20,000; B. U. 
N., 10 (possibly an error). Urine—1,023, 
Ph. 4.5, albumin 4 plus. 

September 11, 1948: Cystoscopy with pas- 
sage of No. 8 catheters to both kidney pelvices. 
Thick creamy pus obtained from left kidney, 
while clear urine escaped from right kidney 
eontinuously and under pressure. Catheters 
were left in place for drainage and irrigation. 
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Patient’s temperature returned to normal 
and has remained so. 

In urogenital tuberculosis we resort to eul- 
ture of the urine and inoceculation of guinea 
pigs with the urinary sediment, diagnostic 
aids. 

It should be mentioned that the Mayo Clinic 
and the Veterans’ Administration have re- 
ported favorable results in the treatment of 
selected cases of urogenital tuberculosis with 
streptomycin. 

I wish to again thank Dr. Stambaugh for 
his presentation. 





CARCINOMA OF THE CECUM IN A 
TUBERCULOUS PATIENT 
OLIVER A. JAMES, M. D., 

AND 
JOHN W. GaRNER, M. D.,* 
Milford, Del. 

A patient recently admitted to the Milford 
Memorial Hospital presented some interesting 
problems relative to the diagnosis of intestinal 
lesions in phthisic patients. In considering 
the possible etiology of colonic lesions in 
tuberculous patients, we wish to review cer- 
tain features of intestinal tuberculosis. 

Tuberculosis of the intestine is usually a 
complication of pulmonary tuberculosis, but 
it may occur as a primary lesion of the bowel 
without lung involvement. Boles and Gersh- 
on-Cohen, in 1000 consecutive autopsies, found 
226 cases of pulmonary tuberculosis. Sixty- 
three, or 28%, of these patients had acute 
ulcerative intestinal tuberculosis..1 They 
found no eases of the hyperplastic variety of 
intestinal tuberculosis. The ulcerative and 
hyperplastic forms of intestinal tuberculosis 
are distinctly separate varieties. The ulcera- 
tive form usually occurs in the lower ileum, 
but often seatters over a great length of 
bowel. Hyperplastic intestinal tuberculosis 
practically always commences in the ileocecal 
region, the bowel is diffusely thickened and 
stiff and may resemble carcinoma.* Accord- 
ing to Adams and Miller, the cecum, ileum, 
and colon are involved in intestinal tuber- 
culosis in the order named.* Intestinal tuber- 
culosis is important surgically for three rea- 
sons. Healing of the ulcerative form and pro- 





*Attending Surgeon and Chief ‘ee Resident, respec- 
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gression of the hyperplastic variety may re- 
sult in intestinal obstruction. Internal or 
external perforation of tuberculous lesions of 
the bowel may occur. Thirdly, there is fre- 
quently great difficulty encountered in dis- 
tinguishing between hyperplastic tuberculosis 
and carcinoma of the cecum. The case to be 
presented came to surgery because of partial 
obstruction and the possibility that the lesion 
was malignant. 

The diagnosis of intestinal tuberculosis 
should be suspected in those patients whose 
pulmonary lesions appear to be responding 
to treatment, yet who continue to have fever, 
malaise, and weight loss.* 

As in other lesions of the colon, the barium 
enema is by far the most valuable diagnostic 
aid. Hare states that the roentgenologic 
signs of tuberculosis of the cecum include per- 
sistent irregularity of cecum, loss of haustral 
markings, ulcer crater, spasm of the ileocecal 
valve and narrowing, relative rigidity and 
fore-shortening of the cecum and ascending 
eolon.* Golden emphasizes that there is noth- 
ing to differentiate hyperplastic tuberculosis 
of the cecum from anything else that might 
cause localized stricture or mass.° 

A white female, aged 67, was admitted to 
the hospital April 17, 1949. She had been al- 
lowed to return home for a brief Easter vaca- 
tion from the tuberculosis sanatorium in 
which she was a patient. Her present illness 
had begun some eight weeks previously when 
she was ill for three days with nausea, vomit- 
ing, and cramping right lower quadrant pain. 
The acute distress subsided gradually but she 
had continued to have occasional episodes of 
nausea and cramps in the right lower qua- 
drant. Shortly after the onset of her present 
complaints, she herself had noted a ‘‘lump’’ 
in the right lower abdomen which was tender 
to pressure. There had been no recent change 
in her bowel habits. At the present her stools 
were black due, she thought, to an iron medi- 
eation she had been given at the sanatorium 
for ‘‘anemia’’. On the day of admission her 
nausea and cramps had become more severe. 

Her past history revealed that she had had 
bilateral pulmonary tuberculosis for ten 
years. For the past ten months she had been 
a patient in a tuberculosis sanatorium where 
she had received ‘‘two courses of streptomy- 
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cin.’’ She stated that her sputum was nega- 
tive for tubercle bacilli but that she had been 
‘feeling weak’’. This had been ascribed to 
an anemia for which she was given iron. 

The patient was well preserved and signi- 
ficant physical findings were limited to the 
chest and abdomen. There were post-tussal 
rales in both lung apices. In the right lower 
quadrant of the abdomen was an irregular, 
movable mass measuring 6x8 em. that was 
tender to pressure. 

The R.B.C. was 4,650,000, with 85% hemo- 
globin ; the W.B.C. was 6,700, with 65% polys 
and 35% lymphocytes. Sedimentation rate, 
55 mm/hr ( Westegren). 

A report from the tuberculosis sanatorium 
stated that she had bilateral, chronic, fibroid 
tuberculosis and that it was thought she had 
‘‘a secondary abdominal  involvement.”’ 
However, inasmuch as she was continuing to 
have abdominal discomfort, thought surgery 
advisable. 

A barium enema was reported as showing 
an organic defect which prevented fiilling and 
visualization of the cecum and first portion 
of the ascending colon. Calcified abdominal 
lymph nodes were noted. It was the roent- 
genologists impression that the lesion might 
well be tuberculous but that malignancy could 
not be excluded. 

Because of the symptoms of intermittent 
large bowel obstruction and the possibility 
that the lesion of the cecum was malignant, 
the patient was explored after the usual pre- 
operative preparation. The cecum and ileo- 
cecal valve were involved in a hard annular 
lesion which extended up the ascending colon 
for a distance of three inches. This mass was 
adherent to the peritoneum of the right gut- 
ter and there were fine adhesions to the ter- 
minal ileum. The omentum of the proximal 
third of the transverse colon was densely ad- 
herent to the mass. Numerous small rather 
soft lymph nodes were palpable in the mesen- 
tery of the cecum. There were large hard 
nodes felt along the course of the inferior 
vena cava. An incidental finding was numer- 
ous stones in the gall bladder. The terminal 
ten #fiches of ileum along with the cecum, 
ascending colon, and transverse colon around 
to the middle colic artery were resected and 
intestinal continuity established through an 
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end to side ileo-colostomy. A cholecystectomy 
was done. The patient’s postoperative course 
was entirely uneventful, and she was dis- 
charged on the seventeenth postoperative day 

The pathologist reported adenocarcinoma 
of the cecum, secondary carcinoma of the 
omentum, calcified tuberculous lymph nodes 
of the mesentery, and chronic cholecystitis 
with cholelithiasis. 

In conclusion, we should like to emphasize 
the importance of periodic re-evaluation of 
patients under treatment for chronic diseases. 
A patient, while under treatment for known 
tuberculosis, may have or develop a second 
disease that is an equally or more serious 


threat to life, as in the ease presented. 
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CORONARY OCCLUSION 
3 Case REPORTS 
JoHN R. CALDWELL, M. D.,* 
Dover, Del. 
Case 1 

A forty-eight year old white male tele- 
phoned the office nurse one morning about 
10:00 A.M. reqesting advice on medication 
to take for relief of indigestion. He thought 
his symptoms were due to a food indiscretion 
of the prior evening. The nurse recommended 
that he be seen by a doctor. The patient was 
found sitting in a chair complaining of indi- 
gestion and of aching in the chest. He stated 
he had eaten a lot of starchy foods for supper, 
felt all right, but was awakened from sleep 
about 1:00 A.M. with aching in the chest 
which kept him awake all night. He smoked 
several cigarettes and the pain was aggravated 
after each cigarette. 

He was in good health before this illness 
except for a subdeltoid bursitis eight months 
ago from which he recovered except for some 
limitation of abduction of the left upper ex- 
tremity. He had had no operations or signi- 
ficant injuries. However, two months ago he 
had a change of occupation involving new 
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responsibilities and adjustments which caused 
him much worry and anxiety. 

Physical examination revealed a somewhat 
apprehensive man; there was a slight cyanosis 
of the lips. Blood pressure; 90/50. (He 
stated that his blood pressure had always 
been low.) E.E.N.T.: normal. Lungs: clear. 
Heart: normal sinus rhythm, not enlarged, no 
murmurs, but at the aortic area there was a 
reduplication of the second heart sound. Ab- 
domen: negative. Extremities: negative. 
Rectal: not done. 

An electrocardiogram' performed in his 
home at 11:00 A.M. showed N.S.R., Rate 83 
per min. P-R interva! 0.16 See. Q.R.S. 0.06 
See. Lead I-normal, Leads II, III and aVt 
present definite ST elevation. V6 and V7 
likewise show ST segment elevation. Diag- 
nosis: acute coronary occlusion, lateral. 

He was transported to the hospital by am- 
bulanee after receiving morphine sulfate gr. 
1/4, and atropine sulfate gr. 1/150 by hypo- 
demic injection. 

At the hospital, after three intramuscular 
injections of aminophylline gr. 714 at eight 
hour intervals and a single repetition of the 
morphine and atropine injection, he was free 
of symptoms. 

On the second hospital day he had no com- 
plaints. Temperature, 100; pulse, 92; re- 
spirations, 20; W.B.C., 9,900; urinalysis: ne- 
gative. He was kept at bed rest with toilet 
privileges at bedside and given soft diet, min- 
eral oil emulsion for laxative, phenobarbital 
or. 1% t.i.d. and gr. 14% h.s., aminophylline gr. 
3 t.i.d., and whiskey 1 ounce in water t.i.d. a.e. 

An electrocardiogram on the third day re- 
vealed T waves in Lead I flatter than in first 
tracing but still upright, the ST segment 
elevation persists in Leads II, III, aVf and 
the T waves have less amplitude. aV1l now 
presents smaller R and inverted T. The T 
waves in the V leads are lower in amplitude. 
Diagnosis: same. 

On the fifth day patient remained asymp- 
tomatic. TPR: normal. Sedimentation test 
showed a diagonal eurve with index of 25 mm. 
in 60 min. However, cardiac examination re- 
vealed a persistence of reduplication of the 
second aortic heart sound. 





+All electrocardiograms in this report were performed 
and interpreted by Dr. Franklin R. Everett, Dover. 
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On the ninth day an electrocardiogram 
showed T 1 isoelectric, ST elevation in II, II] 
and aVf practically nil. T in aV1 still in- 
verted. The T waves in V 1 to V 5 are of 
low amplitude and flat in V 6 and V 7. 
Diagnosis: same, sub-acute stage. 

On the twelfth day the patient was dis- 
charged for bed rest and further treatment 
at home. 

He continued his recovery at home, and an 
electrocardiogram about one week after dis- 
charge from the hospital showed T II and 
III still lower amplitude, as were T waves in 
all V leads. Diagnosis: same. 

While still in the hospital, later at home, 
and in the office, treatment centered mainly 
on consideration of (1) the value of rest, (2) 
moderation in eating and activity, (3) ways 
and means of avoiding situations that give 
rise to tension and worry, and (4) develop- 
ment of a more relaxed way of life, ete. After 
more than twenty-five years of smoking 1 to 
114 packs of cigarettes daily, the patient, on 
medical advice and as a result of his own ex- 
perience, gave up cigarettes completely. 


_ At recent examination six months after the 
acute illness, he is getting along well, work- 
ing half time, not smoking, and receiving as 
medication one ounce whiskey twice daily, 
intermittent aminophylline gr. 1% t.i.d. and 
occasional sedation. 

CASE 2 


A sixty-three year old white male was well 
except for asymptomatic hypertension of over 
three years duration, until July 30th when he 
developed epigastric and retrosternal aching 
and pressure sensations with indigestion. 
This lasted 1144 hours and he did nothing but 
take ‘‘soda.’’ July 31st he had a mild attack 
of the same nature and again on August Ist. 
On August Ist he called a doctor and received 
some treatment at home, but the pain con- 
tinued and on August 2nd an electrocardio- 
gram was performed at home. After this he 
was hospitalized by ambulance. 

The electrocardiogram taken at home show- 
ed N. S. R. Rate 88, P-R and Q.R.S. intervals 
normal, ST depression in Leads I, aVl, V 
2-3-4-5-and 6. Deep Q 2, 3, and aVf with 
ST elevations and inversion of T waves. V 7 
presents small Q wave with T. inversion. 
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Diagnosis: acute posterior coronary occlu- 
sion. 

Physical examination on admission revealed 
an elderly male, slightly obese and apprehen- 
sive, with flushed ruddy facial complexion. 
Blood pressure, 170/100; pulse, 120; N.S.R. 
E.E.N.T., negative. Lungs: clear and re- 
sonant. Heart: questionable enlargement of 
left ventricular border to percussion. Faint 
systolic mitral murmur. Heart sounds of 
good quality. Abdomen: distended and tym- 
panitie, liver not palpable. G-U and rectal 
examinations deferred. 

Treatment on admission—M. S. gr. 14 prn 
for pain. Atropine gr. 1/100 q. 4 h. (h) 
Aminophylline gr. 714 I.M. and Oxygen tent, 
6 L/min. 

After admission he felt much better. How- 
ever, on August 3rd, about 4:00 A.M. vomited 
and sometime during the night developed car- 
diac irregularity and more pain. Examina- 
tion revealed rapid, thready pulse, and fall- 
ing blood pressure—at 7:30 A.M.—134/90, 
at 11:00 118/90. Temperature (axillary), 
101; W.B.C., 27,500. As initial treatment of 
the complication he was given 50 ¢.c. 50% 
glucose solution I.V. and 714 gr. aminophy]l- 
line I.V. After discussion with a consultant 
by phone, it was decided that the complication 
was a spreading coronary thrombosis and 
anti-coagulant therapy was indicated. There- 
fore, we began treatment with heparin, 50 
mgm. in 15 ee. sterile water intravenously 
every four hours, and 300 mgm. dicoumarol 
orally. The oxygen was increased to ten 
liters per minute. Progress notes follow: 


August 6th—E.K.G. same as on previous 
tracing except for the appearance of a Q 
in V 6 with ST elevation and a deepening of 
the Q in V 7 with ST elevation. Diagnosis: 
Same with extension of the infarction anterior- 
ly. The temperature dropped to normal 
promptly after heparin was instituted and 
stayed normal forty-eight hours while the 
drug was given. When heparin was discon- 
tinued temperature rose again to 101, and 
dropped promptly to normal when given 
again. Dicoumarol dosage varied intermit- 
tently from 100 mgm. to 200 mgm. daily; 
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however, at no time was the prothrombin time 
greater than twice that of controls tested. 


August 7th—condition much improved. 
Temperature 100, pulse 86, good volume and 
normal rhythm. Blood pressure 140/84. He- 
parin and atropine discontinued. Patient be- 
comes restless after nembutal and vomits 
after I.M. aminophylline, therefore, these me- 
dications discontinued. 

August 12th—Hematuria and urinary re- 
tention. Rectal examination—prostate en- 
larged, elastic; bladder distended to level 
of umbilicus. Conclusion—prostatie hyper- 
trophy and moderately severe hematuria. 
Treatment—Indwelling Foley catheter in- 
serted; dicoumarol discontinued, and synka- 
vite 10 mgm. t.i.d. given. 

August 14th—No more hematuria. Hemo- 
globin 90%. E.K.G. this date presents same 
findings in sub-acute stage. 

August 23rd—TPR normal past five days. 
Patient feels good; is on a general diet. 


August 26th—Indwelling catheter removed, 
urine cloudy and foul, in spite of streptomy- 
cin therapy past three days. After removal 
of catheter patient voids spontaneously 200- 
300 ¢.c. amounts. Sulfadiazene begun, due 
to fever and pyuria. 

August 30th—Fever, pyuria, sweats con- 
tinue in spite of combined streptomycin, sul- 
fadiazene therapy. Therefore, this medica- 
tion discontinued and sulfacetimide begun. 


September 4th—Urine normal. Tempera- 
ture 99. Improved. 

September 10th—TPR normal, urine nega- 
tive. E.K.G. presents same findings in more 
advanced stage of healing. Much improved, 
feels good, up one hour morning and evening. 
Sedimentation index 25 mm. in 60 min. 


September 12th—TPR normal; pulse in- 
ereased to 100 after walking a little. Dis- 
charged for convalescence at home. 

After gradual return to activity and con- 
valescence at home, patient recovered to com- 
plete freedom of symptoms. He has had no 
further urinary difficulty. At office visits 
vitamin E was mentioned and he was enthus- 
lastic about its use from having read news- 
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paper articles on the subject. Therefore, was 
given 100 mgm. vitamin E, t.id. and % 
ounce whiskey t.i.d. as medication for main- 
tenance. He has been on this regime for 
the past seven months and feels good, stating 
that he has more energy than previously and 
attributing some of the good results to the 
vitamin E. 

He is retired and is living a relaxed and 
restful life. 

CASE 3 

A forty-seven year old Negro woman was 
admitted to the hospital complaining of in- 
digestion, aching in the chest, and shortness 
of breath. 

She had been fairly well until September 
Sth, when she developed indigestion and pain 
in the chest. However, she continued work- 
ing and on September 12th went to a doctor 
who told her that her blood pressure was over 
200, and gave her some medicine, and a diet. 
September 13th her chest pain and indiges- 
tion persisted and she went to another phy- 
sician who gave her a ‘‘shot,’’ some medicine 
for indigestion, and advised rest. Septem- 
ber 17th she re-visited the second doctor who 
cent her to the hospital with a diagnosis of 
coronary occlusion. 

Past medical history: High blood pressure 
for past three to four years; hysterectomy 
four years ago. 

Physical examination showed an obese, dy- 
spneic, colored woman complaining of severe 
substernal pain and tightness in the chest. 
Temperature, 102; pulse, 112;respirations, 
28; and blood pressure 90/70. Head, neck 
and E.E.N.T.—no significant abnormalities. 
Lungs: resonant to percussion, few moist, 
erackling rales over lower 1/3 of right lung 
field, posteriorly. Heart: slight friction rub 
heard over apical area, synchronous with apex 
beat; loud, snappy aortic second sound. Ab- 
domen: no masses or tenderness. Lower mid- 
line surgical sear. G.U. and rectal: deferred. 
Extremities: negative, no edema. 

An electrocardiogram was taken on admis- 
sion and showed typical Q, T,—Q, T, 
pattern of acute posterior coronary occlusion 
with early auriculo-ventricular block (P-R 
interval O.22 sec.). Laboratory studies: 
Urinalysis: negative. W.B.C. 9,500 Wasser- 
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mann and Kahn: negative. Chest x-ray re- 
vealed approximately normal cardiac con- 
figuration and possibly a slight increase in 
all diameters of heart. 

Treatment consisted of M.S. gr. 14; Atro- 
pine gr. 1/100 every four hours, prn for pain 
—absolute bed rest, aminophylline gr. 714 
I.M. every eight hours, liquid diet and M. S. 
er. 14 hs. 

On September 18th she seemed improved, 
but on the 19th her dyspnea was greater and 
moist bubbling rales were heard at the right 
lung base. Therefore, she was given 1.2 mgm. 
of digitoxin for initial digitalization and was 
maintained on 0.2 mgm. daily. Blood pres- 
sure remained low (for her) between 110/70 
and 120/80. 

September 26th—Temperature normal past 
two days. She has a severe dry cough, 
dyspnea and aching in chest persist. Digi- 
toxin increased to 0.2 mgm. b.i.d., Codeine gr. 
14 prn for cough and aminophylline er. 3 
t.i.d., p.o. Has had soft diet past week. Peri- 
eardial friction rub not heard now. 


September 29th—Vomited and developed 
more subternal pain. 

October 2nd—Vomited this evening, de- 
veloped severe retrosternal pain, pulse rapid 
and thready, cold perspiration. Died at 11:30 
P.M. 

Final diagnosis: posterior coronary 0c- 
clusion ; hypertensive Cardio-vascular disease ; 
and congestive heart failure. 


No autopsy was obtained. The patient died 
on the fifteenth hospital day and her twenty- 
seventh day after onset of illness. By specu- 
lation it appeared that she might have died 
from a recurrence or extension of coronary 
thrombosis or perhaps from cardiac tampo- 
nade due to ruptured myocardial infarct. 


RESUME 

The three cases presented all reveal typical 
histories of coronary occlusion and show the 
eonsiderable variations in elinical course 
whieh may follow. 

Each ease is its own testimony to the im- 
portance of early diagnosis, and prompt, ade- 
quate treatment of this common illness. 
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EMOTIONAL DISORDERS AND SOCIETY 
NATHAN GOLDSTEIN,* 
Wilmington, Del. 

A minute bit of protoplasm may become a 
beautiful flower through the very nature of 
its inherent life-giving properties. To the 
best of our knowledge this flower is but form 
and substance, both biologically predetermin- 
ed. The flower as a unit cannot influence or 
change itself in any way. We may feel 
humble at the wonders of nature when we see 
a tiny delicate plant rise through solid rock 
and blossom in the sunlight, but we would 
hardly say that the flower was really striving 
and reaching forth. It merely grows. Pre- 
determined biological characteristics make all 
plants of a given species essentially alike, 
whether they grow singly or in groups, 
whether they grow through solid rock or in 
a barren desert. 

The characteristics of the amoeba, a micro- 
scopic, one-celled animal, are also worth con- 
sidering. The amoeba ingests food, swims 
about and eventually increases in number 
by fission. It will swim away from in- 
jurious substances, such as acid, but this 
avoidance reaction is purely automatic since 
the amoeba has no memory to aid in self-pre- 
servation. 

Man too, has developed from mere pro- 
toplasm. But he is both blessed and cursed 
by a highly developed nervous system and a 
mind. Man looks at himself and, individually, 
is pleased and displeased. Man is confronted 
by obstacles just like the flower and amoeba, 
but unlike them, he has feelings which react 
to these obstacles and to himself. Thus, these 
feelings may actually retard man not only 
from utilizing his natural degree of biological 
development, but also from creative achieve- 
ment. When a person begins to blame himself 
for environmental obstacles, trouble lies 
ahead. <A flower merely grows; man looks 
at himself and says, ‘‘I cannot grow, I can- 
not succeed, because I am inferior and sinful 
and worthless’’. 

A flower or man may be injured physically 
and the wound will heal. But it is a different 
matter when the feelings of the latter are 
hurt. Resentment of a physical blow is far 
less violent than that following an insult. 
Derogatory self-evaluations hold man_ back 
and do not give nature a chance. We do not 
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advocate self-praise ; we do advocate the neces- 
sity for self-understanding. Since man is 
constantly evaluating himself and others no 
one individual can truly know himself. Most 
of us believe we know ourselves, but the opin- 
ions we have are usually based upon an emo- 
tional evaluation. One person may say that 
he succeeded because God favors him; an- 
other, because he is brilliant; another, because 
he worked hard, or because his friends helped 
him. Iailure may, in like manner, be attri- 
buted to God’s punishment, to personal in- 
feriority, or to persecution by co-workers. 

The mind of man looks backward and has 
such feelings as sorrow, remorse, guilt, or hap- 
py memories; the mind looks ahead and is 
fearful and apprehensive; not that there is 
anything fearful in reality, but beeause of 
distorted, emotionally toned attitudes toward 
self and toward the environment. On the 
other hand, man may look ahead with feelings 
of joy and anticipation. He may savor the 
full happiness of each moment or go through 
life wishing he were dead, or a child, or even 
that he had never been born. There is a feel- 
ing tone of pleasantness or unpleasantness in 
all the experiences of man, be they memories, 
dreams, or actions. 

The human being is affected not only in a 
purely physiological sense like a bit of pro- 
toplasm or the nerves of a decapitated frog ; 
for better or for worse, he forms ideas and 
values based upon the feeling tone of each 
stimulation. Being the anchor man on a 
losing tug-of-war team and being dragged 
across the line may be fun for a child; on 
other hand, if a malicious gang had tied him 
to the line by his hands and had tied his feet, 
the feeling tone of that experience would be 
unpleasant. But the emotional repercussions 
may not stop there. The child may think that 
he was humiliated because of ugliness, or 
because of being a sissy, or because he had no 
girl friends. Actually he may have been tied 
to the rope merely because he happened to be 
the next boy to come around the corner. The 
immediate circumstance is unimportant. Of 
the greatest importance is the emotional color- 
ing of the basie problem which attaches itself 
relentlessly to the circumstances of life and 
to the routine of daily living. The uncover- 
ing of the cause of these emotional problems 
is the job of the therapist. 

The feeling tone of daily experience is fun- 
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damental in the formation of personality. 
People are constantly amazed at the foibles 
and eccentricities of others. You may have 
heard some one remark ‘‘ He has such a high 
IQ. In high school he always received very 
high grades. But look at him now—he’s just 
a lazy no-good bum’’. An IQ, whatever that 
may be, is just a potentiality for achievement. 
Achievement, however, does not occur unless 
intellectual capacity is nurtured by a favor- 
able emotional development. The alcoholic, 
the frustrated child, the neurotic adult, needs 
self-esteem and self-understanding even more 
than an IQ. Seeds will not sprout when lying 
in an envelope. Nor will man realize his po- 
tentialities in the span of a life time unless his 
evaluations of himself, unless the feeling tone 
of his daily experience is conducive to per- 
sonality development and to accomplishment. 
If we equate nervousness and emotional mal- 
adjustment with lack of self-confidence and 
lowered self-esteem we can see the deeper 
truth in the well-known saying ‘‘If you do 
not think well of yourself, no one else will’’. 
Thus the emotions of man can be an asset 
and raise him to creative heights of accom- 
plishment, or they can lower him into the 
depths of despair so that he lives out his life 
as a distant relative of a vegetable. 


Why is it, then, that one man will judge 
another rather than try to understand him? 
Throughout history mankind has been afraid 
of the unknown, and that which was unknown 
was considered to be evil; that which was evil 
had to be destroyed. In the middle ages hun- 
dreds of thousands of neurotic and psychotic 
people were slaughtered merely because no 
one understood them. The whole tenor or 
life was fear, hate, and destruction. . Today 
witch-hunting is more refined. An individual 
is no longer burned alive; he is merely criti- 
eized and degraded. 

The spontaneous attitude toward the emo- 
tionally ill is too often that of suspicion and 
disgust. Use of the word ‘‘abnormal’’ with 
reference to the emotionally ill is presumptu- 
ous; it smacks of smugness and complacency. 
It signifies a tendency on the part of the lay 
and medical world to consider themselves as 
separate from, and superior to, the emotion- 
ally ill; superior by virtue of the assumed, 
unproven, but generally accepted state of 
being ‘‘normal’’. 
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Consequently, the emotionally ill are at a 
disadvantage in relation to the very world 
upon which they have become so dependent 
as a result of their illness. Emotional well- 
being is basic to the development of society 
and world harmony, yet an emotional illness 
is evaluated on a different basis than a cold 
or pneumonia or measles. Emotional disorder 
is just as much a natural phenomenon of life 
as the more obvious physical illnesses. A neu- 
rosis is usually shamefacedly concealed by 
the patient and treated derisively by those 
who consider themselves to be normal. <A 
neurosis is still viewed as a weakness and 
judged with amused, condescending contempt 
or benevolent disapproval. This negative at- 
titude represents the attentuated form of the 
harsh condemnation with which the possessed 
and bewitched were viewed in the Middle 
Ages. It is necessary to accept man as he 
is, not as one thinks he ought to be. It is 
absolutely ridiculous to assume a ‘better 
than thou’ attitude toward the emotionally ill. 

Mental illness is a negation of the full 
development of man’s nature. No one chooses 
neurosis or psychosis any more than he 
chooses pneumonia or heart disease. Illness 
of any sort is predetermined by interaction of 
biological and environmental forees. The 
mind is but a plaything in the hand of nature. 

Is there a solution to the problem of emo- 
tional disorder? Due to the stress and strain 
of our competitive way of life there is prob- 
ably no permanent solution; however, psycho- 
therapy can be very helpful. By learning 
to understand oneself and one’s pattern of 
reaction to frustration, the emotional hold of 
disturbing evaluations is released and the in- 
dividual is able to make decisions without 
emotional compulsion. In actual practice in- 
stead of his evaluations being based upon self- 
contempt, he learns to accept himself as he 
is and to judge his neighbors accordingly. 
With renewed self-esteem, liis outlook on the 
whole of existence changes. Whereas the 
feeling tone of his daily experience was poor, 
it becomes bright and cheerful and more truly 
objective. Relieved of the dead weight of a 
punishing conscience, the individual can 
again become an asset to himself, to his fam- 
ily, and to his community. 


1911 Washington Street. 


REFERENCE 
Zilboorg, Gregory: A History of Medical Psychology; 
W. W. Norton and Co., Inc., 1941. 














JUNE, 1949 


DELAWARE STATE MEDICAL JOURNAL 103 


+ Editorials + 





DELAWARE STATE 
MEDICAL JOURNAL 


Owned and published by the Medical Society of Delaware, 
a scientific society, non-profit corporation. Issued about 
the twentieth of each month under the supervision of 
the Committee on Publication. 
W. EDWIN Brrp, M. D. Editor 
822 North American Building 
GERALD A. BEaTTy, M. D. Associate Editor 
503 Delaware Avenue 
M. A. TARUMIANZ, M. D. .......Assoc. & Managing Editor 
Farnhurst, Del. 

Articles are accepted for publication on condition that 
they are contributed solely to this JouRNAL. Manuscripts 
must be typewritten, double spaced, with wide margins, 
and the original copy submitted. Photographs and 
drawing for illustrations must be carefully marked and 
show clearly what is intended. 

Footnotes and bibliographies should conform to the style 
of the Quarterly Cumulative Index Medicus, published 
by the American Medical Association, Chicago. 

Changes in manuscript after an article has been set 
in type will be charged to the author. THE JOURNAL 
pays only part of the cost of tables and illustrations. Un- 
used manuscripts will not be returned unless return post- 
age is forwarded. Reprints may be obtained at cost, pro- 
vided request is made of the printers before publication. 

The right is reserved to reject material submitted for 
publication. THE JOURNAL is not responsible for views 
expressed in any article signed by the author. 

All advertisements are received subject to the approval 
of the Council on Pharmacy and Chemistry of the A. M. A. 
Advertising forms close the 25th of the preceding month. 

Matter appearing in THE JOURNAL is covered by copy- 
right. As a rule, no objection will be made to its repro- 
duction in reputable medical journals, if proper credit 
is given. The reproduction in whole or in part. for 
commercial purposes, of articles appearing in THE 
JOURNAL will not be permitted. 

Subscription price: $4.00 per annum, in advance. 
Single copies, 50 cents. Foreign countries: $5.00 per 
annum. 


Vou. 21 











JUNE, 1949 No. 6 











Dr. FISHBEIN—EDITOR 


A nation-wide furore was created on June 
6th by the public announcement of the Board 
of Trustees of the A. M. A. that Dr. Morris 
Fishbein was to be silenced in all respects, 
except as scientific editor of the various A. 
M. A. journals which he has been editing so 
brilliantly for so many years. 

The Atomic Energy Commission could not 
have jolted the American profession and pub- 
lic more effectively than did these ‘‘nine old 
men’’, whose average age is only 59 years. 

To those in the know, however, the first 
rumbles of this situation came in Chicago 
in the middle 1930’s, at the time of the forma- 
tion of the notorious ‘‘Committee of 430.’’ 
In connection with the activities of this self- 
appointed committee Dr. Fishbein spoke with 
his usual fluency and with a little more than 
his usual acidity. The official admonition 
that followed that encounter became a classic 
—‘‘fortiter in re et suaviter in modo,’’ which 


being interpreted signifieth: be even stronger 
in your efforts, but be smoother in your 
methods. As the years rolled by came an oc- 
easional resolution from a state medical asso- 
ciation, notably New Jersey and California, 
petitioning the Trustees to curb Dr. F ish- 
bein’s public utterances and set him 
down as editor only. Delaware, feeling that 
he was doing American medicine more harm 
than good, would have passed a similar resolu- 
tion the year after New Jersey did had 
not this scribe advised against it as being an 
inexpedient thing to do at that time. 

In December, 1948, at the St. Louis meet- 
ing, the House of Delegates adopted the alleg- 
edly new ‘‘Twelve Point Program’’ (ten of 
them were old), and at that time the Trustees 
stated significantly that the A. M. A., had 
‘‘no official spokesman.’’ Perhaps the cul- 
minating factor was the alleged debate with 
Osear Ewing on last February 22nd on the 
Town Meeting of the Air, which promptly de- 
generated into a name-calling contest on both 
sides, to the disgust of millions of listening 
Americans on both sides of the question of 
socialized medicine. 

Thus the matter simmered along for an- 
other few months and came to a head at At- 
lantie City, on June 6th, ‘‘D-Day’’, when 


the Board made its statement as follows: 


“The Board of Trustees is aware of the criticism 
of the editor, coming from within and from with- 
out the profession. 

“The Board recognizes that the public has come 
to believe that the editor is the spokesman of the 
Association. The membership undoubtedly wishes 
the elected officials to speak authoritatively on 
all matters of medical policy. 

“Against the time when the editor retires, Dr. 
Austin Smith has for some months been in train- 
ing as the assistant editor and the talent of the 
editor will be retained for the present under the 
control of the Board of Trustees. 

“The Board of Trustees has decided on the fol- 
lowing points: 

1. The editor will completely eliminate speak- 
ing on all controversial subjects both by platform 
and by radio. Approval of all speaking engage- 
ments will be made by the executive committee. 

2. Elimination of all interviews, including 
press conferences and statements by Dr. Fishbein, 
except on scientific subjects. 

3. Editorials on controversial subjects will be 
supervised by the Executive Committee. 

4. Complete information as to these activities 
will be reported to the members of the House of 
Delegates. 
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5. There will be permanent elimination of 
‘Dairy’ in Tonics and Sedatives. 

6. Plans for the training of a new editor in an 
orderly manner, including the retirement of the 
present editor will be formulated. 

“The Board of Trustees of the American Medical 
Association announces that plans have been for- 
mulated for the retirement of Dr. Fishbein as edi- 
tor of the Journal of the American Medical Asso- 
ciation at an appropriate time. 

“Dr. Fishbein has served the A. M. A. well and 
faithfully for 37 years and the Journal, an endur- 
ing monument to his genius and devotion. 


“His activities have extended far beyond his 
immediate duties as an editor and the Board de- 
sires to pay tribute to his many accomplishments 
in other fields. 


“The Board finds that serious dislocation would 
result from any sudden replacement. With this 
in mind, a reorganization of the editorial staff is 
under way so that the retirement, when consum- 
mated, will not result unfavorably for ventures 
of the Association. 


Dr. Fishbein’s comment was: ‘‘I have 
seen the statement, and I am quite satisfied.’’ 
He is further reported to have said: ‘‘If the 
atmosphere becomes unpleasant, I will quit 
in five minutes.’’ 

Thus the great Fishbein, suddenly but not 
too unexpectedly plunged into a comparative 
limbo, calls for an appraisal. Indubitably the 
greatest medical editor in the world, he has 
made the J.A.M.A. the greatest medical jour- 
nal in the world. Possessed of a photographic 
brain, he ean look at a page of statisties for a 
minute or two and quote them accurately two 
months later. Whether in New York or 
Frisco, in Chicago or New Orleans, he instant- 
ly says to this editor: ‘‘ Well, Dr. Bird, how 
are things in Delaware?’’ 

Calm, self-possessed, assured, confident, 
when facing an emergency situation before 
an audience, he can think fast on his feet and 
talk even faster, and the talk will be fluent 
and factual, usually incontrovertible. For 
years it has been our delight to listen, even 
when we did not agree with what he said— 
his syllogistiec delivery was a mental treat. 

He superbly has ‘‘the gift of gab’’! We 
know of no other medical man in the United 
States who is his equal as a public speaker. The 
only man we have ever heard who could match 
him was Sir Berkeley Moynihan, of Leeds, 
England, the most scholarly medic it has ever 
been our privilege to hear. 

Having accumulated an estate of two or 
three million dollars in his 37 years of serv- 
ice, he could easily have made twice that sum 
had he been willing to prostitute his eminence 
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as an editor and use his influence on the 
Journal to have it accept advertisements that 
otherwise would not be acceptable; but his 
dearest enemy dare not hint that his palm 
could be greased. 

As a diarist and humorist, his column in 
Tonies and Sedatives, the funnies of J. A. M. 
A., entitled ‘‘Dr. Pepys’ Diary’’, adopted 
from the famous ‘‘Dr. Pepys’ Diary’’ of the 
great English writer Dr. Samuel Johnson 
(1709-1784), is considered by the other Amer- 
ican columnists as one of the very best. In 
squelching this popular column the Trustees 
have done the American profession a disserv- 
ice, for, believe it or not, it is the first thing 
the doctor reads when he picks up the Journal, 
and it could easily be played down to meet the 
presentday requirements. Is it possible that 
the Trustees, in these grim days, have lost 
the saving sense of humor? 

With his photographic brain, he has really 
read in minutes, even in a Pullman berth, a 
complete novel that would take this ‘‘slow 
poke’’ as many hours, and his pithy comments 
thereon and on the stage and the movies de- 
serve a place in America’s critical literary 
forum. 

At no time has anyone ever questioned his 
sincerity, or his devotion to the A. M. A. and 
his profession. His family life has been ex- 
emplary. His religious and political beliefs 
are his own business. 

On the other hand, realizing his preemin- 
ence in so many fields, he has gradually and 
perhaps naturally assumed that he was in ef- 
fect the voice of the American profession, de- 
spite the fact that he has never been a mem- 
ber of the A. M. A. House of Delegates and 
has even been excluded from its executive 
sessions. A paid employee of the Board of 
Trustees (salary reported to be $30,000), his 
sole official job is that of editor, yet he has 
essayed or been pushed into the role of A.M.A. 
vocalist. With his phenomenal speaking abil- 
ity, that would have been all right were it 
not for the fact that his style at times has 
been too acrid, too pugnacious, or too sareas- 
tic. His rapier-like thrusts are not pleasant 
to take. 

These short-comings, however, are the very 
things that have made the crackpots and the 
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demagogues hate and perhaps fear him—some- 
thing of a compliment after all. 

For better or for worse then, the Trustees, 
almost omnipotent but by no means omni- 
scent, have issued their ultimatum. The net 
result is that, even in limbo, the great Fishbein 
is still the great Fishbein. Now 60, if he stays 
on he would be retired routinely at 65. It is 
our hope that he stays the five years and 
does not ‘‘quit in five minutes.’’ No matter 
when he quits or is retired, he will be missed 
perhaps more than any other man now on 
the American medical scene. Staying on, he 
would gracefully escape the premature ful- 
fillment of that other classic — sic transit 
gloria munda. 





BRINGING THE LEADERSHIP BACK TO THE 
MeEpIcCAL PROFESSION 

In these columns yesterday the inaugural 
speech of the new president of the American 
Medical Association was criticized on the 
ground that it offered no clear-cut alterna- 
tive to President Truman’s national medieal- 
care program based on compulsory insurance. 
Fortunately, the association itself now gives 
indication of a developing leadership which 
was not evident in the inaugural address. 

The executive board of the association has 
reported favorably on a resolution, offered 
by the Medical and Chirurgieal Faculty of 
Maryland, to eall a conference of doctors and 
laymen to discuss the question of medical 
care. The specific purpose of the conference 
will be to find means for putting into opera- 
tion the twelve-point program announced by 
the association several months ago. 

The basie features of this program are a 
Federal Department of Health headed by a 
doctor with Cabinet rank. Federal aid for 
all medical activities administered on a state 
level, extension of the Public Health Service, 
and voluntary hospital and medical care in- 
surance instead of compulsory § insurance 
deducted from the pay roll. 

Some of these proposals are debatable. But 
they are concrete, and they do provide defin- 
ite and promising alternatives to some of the 
menacing features of the Administration’s 
program. Until very recently the Adminis- 
tration program, which follows closely the 
features of the old Murray-Dingell bill, has 
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held the center of the stage largely because 
nothing was presented to take its place. The 
medical profession, by and large, knew it 
did not want bureaucratic control from Wash- 
ington, but it tended to shy away from the 
formulation of alternatives. 

The Administration’s program has had the 
active support of various pressure groups. 
But it may be questioned whether the gen- 
eral public has been enthusiastically behind 
it where its meaning has been fully under- 
stood. For example, so-called ‘‘free medical 
eare’’ is less appealing when it is realized 
that the program would be financed chiefly 
through pay-roll deductions. There is enough 
uncertainty about the quality of care that 
might be expected from doctors forced into 
the system against their will to cause hesita- 
tion about embracing such a scheme. There 
is very reasonable doubt about so costly and 
revolutionary a change. 

On the other hand, the public is not satis- 
fied with the present nation-wide standard 
of medical care. It wants to see improvement. 
So it should be more than sympathetie with 
any plan to do the job that is less revolu- 
tionary than the Administration’s proposal. 

Now, at last, it looks as though a prac- 
tical alternative is taking shape. And it is 
taking shape, as it should, under the spon- 
sorship of the doctors themselves. The medi- 
eal conference, if it is realized, gives promise 
of throwing the leadership in this matter back 
on the profession where it ought to be. 

Editorial, Baltamore Sun, June 11, 1949 





New Boarp or HEALTH FOR WILMINGTON 

We record with great pleasure the action 
of our State Legislature in enacting a bill au- 
thorizing the appointment of a six member, 
bi-partisan Board of Health for the city of 
Wilmington. This legislation, approved by 
the New Castle County Medical Society, re- 
ceived the support of the press, leaders of 
both parties, and of thoughtful citizens. 

The bill, which was promptly signed by 
Governor Carvel, provides for a Board of six 
members to be appointed by the Mayor of 
Wilmington, subject to confirmation by the 
City Council. 

The Board is to be composed of two doctors 
of medicine, a plumber, and three other citi- 
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zens. There is nothing in the Act to prevent 
the appointment of more than two doctors. 
Each major political party is to be represent- 
ed by three Board members. 

We consider that this legislation is a mile- 
post in the long struggle of the medical and 
allied professions to improve the lot of man 
by the prevention of disease among our people. 

We are keenly aware of the difficulties 
which will face the new Board of Health. 

Progress in the control and prevention of 
disease can be made only as our knowledge 
of the cause of disease improves and we suc- 
eeed in arousing in the people a desire to 
assist our health authorities in their public 
health program. 

The members of the New Castle County 
Medical Society by their action in endorsing 
the bill should realize that they also assumed 
certain responsibilities. One of these is that 
they should stand ready to assist the munici- 
pal authorities in their efforts to provide the 
people of Wilmington with a sound public 
health program. Specifically, members of 
that Society, if called upon by the Mayor and 
Council to serve as members of the new bi- 
partisan Board, should accept such an ap- 
pointment as a matter of civie duty. 

Three major problems facing the new 
Board are the supervision of the city’s milk 
supply, the control of tuberculosis, and the 
elimination of rodents, Dr. Victor D. Wash- 
burn, present Health Commissioner, stated. 


Dr. Washburn, who expects to retire from 
his post as soon as a specially trained health 
officer can be obtained, explained that the 
present supervision of milk should be streng- 
thened and amplified. On the question of 
tuberculosis, he stressed the _ sociological 
aspect of the disease which includes proper 
diet and sunshine, and the eradication of 
slums. 

A program, he added, for rodent control 
should also be inaugurated by the new Board, 
which will take office July 1st. Unlike the 
old Board, members will eventually be 
selected for a six year term of office, the 
terms to be staggered. The new law also pro- 
vides no member shall hold any other munici- 
pal office while serving as a member of the 
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department. The salary for Board members 
remains at $750 per annum. 





DELAWAREANA 

The recent A. M. A. Convention was at- 
tended by approximately one hundred mem- 
bers from Delaware, which is one-third of our 
membership and perhaps an attendance ree- 
ord not surpassed, if equalled, by any other 
state. 

On the scientific program was an original 
paper by Drs. Sanders and Cutler on General 
Anesthesia for Cataract Surgery. In addition, 
Dr. Sanders was a diseussor of the paper on 
Anesthesia for Emphysema by Drs. Volpitto 
and Brown. Dr. Tarumianz was a discussor 
of Dr. Perry’s paper on Patients over Sixty- 
five in Mental Hospitals for Their First Ad- 
mission. Dr. Shands was a diseussor of the 
paper by Drs. Harvath and Hollander on 
Intra-articular Temperature. Dr. Shands 
also read a paper on the Rehabilitation of the 
Crippled Child. 

Among the scientific exhibits in the Clini- 
cal Laboratory Section one of the best was 
that of Dr. Howard and Mr. Scott, of the 
Delaware Hospital, on Medical Bacteriology. 





We Have on HAnpb 

The credit for the A. M. A. National Edu- 
cational Campaign is largely going to Whita- 
ker & Baxter, public relations executives, 
who are doing an outstanding job. But it 
should be publicized that this is the A. M. A. 
Campaign. W. & B. are in charge of the 
whole works and have conducted it so well 
that the socializers have, for this session of 
the 8lIst Congress at least, been forced to 
pause. That is no reason for us to let up: 
they ll be back again next year. So, more 
power, and more credit to W. & B., but make 
it known that this campaign is all A. M. A. 

We have on hand, for the use of our mem- 
bers and the auxiliaries, spare copies of most 
of the literature emanating from W. & B. 
If you need any of this material, let us know. 

Is ‘‘The Doetor’’ in his proper place in 
your office? The lithograph, of course. 
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A. M. A. TWELVE-POINT PROGRAM 


A Federal Department of Health 
|. Creation of a Federal Department of Health of Cabinet status with a Secretary who 
is a Doctor of Medicine, and the coordination and integration of all Federal health activ- 
ities under this Department, except for the military activities of the medical services of the 
armed forces. 


Medical Research 
2. Promotion of medical research through a National Science Foundation with grants 
to private institutions which have facilities and personnel sufficient to carry on qualified 
research. 


Voluntary Insurance 
3. Further development and wider coverage by voluntary hospital and medical care 
plans to meet the costs of illness, with extension as rapidly as posible into rural areas. Aid 
through the states to the indigent and medically indigent by the utilization of voluntary 
hospital and medical care plans with local administration and local determination of needs. 


Medical Care Authority with Consumer Representation 


4. Establishment in each state of a medical care authority to receive and administer 
funds with proper representation of medical and consumer interest. 


New Facilities 
5. Encouragement of prompt development of diagnostic facilities, health centers and 
hospital services, locally originated, for rural and other areas in which the need can be 
shown and with local administration and control as provided by the National Hospital Sur- 
vey and Construction Act or by suitable private agencies. 


Public Health 


6. Establishment of local public health units and services and incorporation in health 
centers and local public health units of such services as communicable disease control, vital 
statistics, environmental sanitation, control of venereal diseases, maternal and child hy- 
giene and public health laboratory services. Remuneration of health officials commensur- 
ate with their responsibility. 


Mental Hygiene 


7. The development of a program of mental hygiene with aid to mental hygiene clinics 
in suitable areas. 


Health Education 


8. Health education programs administered through suitable state and local health 
and medical agencies to inform the people of the available facilities and of their own re- 
sponsibilities in health care. | 


Chronic Diseases and the Aged 


9. Provision of facilities for care and rehabilitation of the aged and those with chronic 
disease and various other groups not covered by existing proposals. 


Veterans’ Medical Care 
10. Maintenance of existing high standards of medical care for veterans, including ex- 
tension of facilities where the need can be shown and, where practicable, care of the vet- 
eran in his own community by a physician of his own choice. 


Industrial Medicine 
11. Greater emphasis on the program of industrial medicine, with increased safeguards 
against industrial hazards and prevention of accidents occurring on the highway, at home 
and on the farm. 


Medical Education and Personnel 
12. Adequate support with funds free from political control, domination and regulation 
of the medical, dental and nursing schools and other institutions necessary for the training 
of specialized personnel required in the provision and distribution of medical care. 
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MISCELLANEOUS 
Letter to Gov. Carvel 
May 13, 1949 


Ilon. Elbert N. Carvel 
State House 

Dover, Delaware 

My dear Governor: 

I am writing to you as the Executive Secre- 
tary of the Medical Society of Delaware. I 
regret exceedingly that you saw fit to veto 
the concurrent resolution against Socialized 
Medicine. I regret this all the more because 
the main reason you gave emanated from 
the Selective Service Statistics, which have 
been grossly misconstrued by the proponents 
of Compulsory Health Insurance. 

I am enclosing a marked copy of a _ bro- 
chure entitled ‘‘Compulsory Health Insur- 
ance,’’ from the American Medical Associa- 
tion, and also a statement from Dr. Hender- 
son, Chairman of its Board of Trustees. Also, 
I am enclosing a reprint of an article by Dr. 
Maurice Friedman, of Washington, D. C., 
which sheds further light on these statistics. 
Since this is the only copy of the Iriedman 
article I have, I shall ask you to return it 
after you have read it. 

Kinally, for your further consideration, I 
would be glad if you could find time to read, 
in the Saturday Evening Post of May 14, 
the two editorials on page 10 and the feature 
story on page 22. 

In this connection (i.e., Socialized Medi- 
cine) you probably have heard through pri- 
vate sources what I have heard—namely, that 
vour confrere, Senator I*rear, is opposed to 
Compulsory Health Insurance. 

I hate to impose upon your time, but I do 
hope that you may find enough to read this 
material carefully; and for that, my thanks. 

Sincerely yours, 
W. Epwin Birp, M. D., 
Executive Secretary 
Enelosures (5) : 





Report of the Diabetic Survey Committee, 
New Castle County Medical Society 
May 17, 1949 

In November 1948 this Committee was ap- 
pointed by the President. An effort was made 
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to encourage individuals in the community 
to have urinalyses made for suger in coopera- 
tion with the Diabetic Week of the American 
Diabetes Association early in December. Dia- 
betie detection centers were set up in each 
of the four hospitals in Wilmington and at 
the Wilmington Board of Health one day per 
week in each. Only 33 urine specimens were 
received. Later 74 more urinalyses were 
made by the State Board of Health labora- 
tory, but no glycosuria was found. 

No large seale blood sugar screening meth- 
od was available. The committee felt, how- 
ever, that attempts should be made to make 
a survey. Through the cooperation, there- 
fore, of the Board of Health, the Delaware 
chapter of the American Red Cross, the Visit- 
ing Nurse Association, the five detection cen- 
ters, and with the voluntary assistance of 
Mrs. William Lavin as laboratory technician, 
a mobile blood sugar unit was established 
which began operating January 24. It con- 
tinued its activity five days each week for 
seven weeks. I*olin-Wu micro blood sugars 
were taken after a supposedly high ecarbo- 
hydrate meal. An average of fifteen a day 


“were made, a total of 578. 


The press, radio, and medical channels 
were all used in advertising this program. 
The blood sugars were taken at the five de- 
tection centers and in addition at fifteen other 
locations such as industrial plants, hotel lob- 
bies and the City Building. The blood sugar 
determinations were made by each of the 
detection centers on their assigned day with- 
out charge. 

Of the 578 blood sugars 437 were under 
150 mg.%, 68 between 150 and 180, 28 be- 
tween 180 and 200, 30 hetween 200 and 300, 
and 15 over 300. Some of the higher figures 
were found because of technical difficulties 
at one laboratory during the early days of 
the survey. Other high blood sugars were 
probably because some of the tests were made 
too shortly after a-high earbohydrate meal. 
Also by this method the error becomes mag- 
nified rapidly as the blood sugar rises. The 
committee feels that using this method a prob- 
able safe sereening level would be 200 mg.% 
at 114 hours, 180 mg.% at 2 hours. 


All blood sugar reports were referred to 
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the physician designated by the person tested. 
The 589 blood sugar results were sent to 154 
different physicians. <A letter was sent in 
every instance when the blood sugar was over 
150 requesting the physician to re-investigate 
and report to the committee the ultimate re- 
sults. 

Since the mobile unit has discontinued its 
activity, each center has consented to do not 
more than five post prandial intravenous su- 
gars a week. So far they have done ten, and 
one of these is a diabetic. 


To date by no means all of the reports from 
physicians are in the hands of the commitee. 
We have made a sincere effort by telephone 
contact to secure accurate information on the 
42 individuals who had blood sugars over 
180. The results are as follows: 


Ten diabetics have been found so far. Six 
of these, however, had at some time or other 
known that they had diabetes. Most of these 
are now again under observation and physi- 
cians’ care. Four previously unknown dia- 
betics were found. This almost exactly repre- 
sents the estimated ration of unknown dia- 
betics in the country. 


One disturbing factor in checking on in- 
dividuals reported to have high blood sugars 
by the mobile unit was that most physicians 
unfortunately in their re-examination merely 
have fasting blood sugars made. This, of 
course, does not rule out the presence of dia- 
betes and is the main thesis of the whole cam- 
paign. 

CONCLUSIONS 

1. The result of this pilot survey suggests 
that the estimate that there are 1,000,000 
unknown diabetics in the United States is 
correct. 


2. The Folin-Wu micro method of blood 
sugar determination in a mobile unit where 
the determinations are made in several labora- 
tories by several technicians is inaccurate. The 
error increases with the height of the blood 
sugar with the end result that probably no 
diabetics are missed but that false positives 
are found causing some unnecessary or un- 
desirable expense and trouble when individ- 
uals have to be re-examined and perhaps in 
some cases causing some psychic trauma. 


DELAWARE STATE MEDICAL JOURNAL 109 


3. This survey was a remarkable demon- 
stration of the medical profession, the Board 
of Health, the Red Cross, the Visiting Nurses, 
four general hospitals, numerous individuals, 
the press and radio all cooperating in an ef- 
fort for the public good without remuneration 
and indeed at some expense. 

4. It is evident that physicians generally 
in this community are not sufficiently aware 
of the fact that many diabetics have normal 
fasting blood sugars and that in the mild case 
a post prandial sugar or a glucose tolerance 
test is desirable. 

». In the long view, rather than a cam- 
paign such as this, more unknown diabetics 
will be discovered if physicians in private 
practice, those on hospital service and those 
engaged in industrial medicine will take rou- 
tine post prandial instead of fasting sugars. 
The development of a more rapid blood sugar 
screening method may facilitate the examina- 
tion of large groups. 





Doctors for the Armed Forces 
May 2, 1949 
Dr. W. Edwin Bird 
822 N. American Building 
Wilmington, Delaware 
Dear Doctor: 

Attached is a list of physicians from your 
state who have volunteered for duty with 
the Armed Forees. These men are to be con- 
geratulated for responding to the spirit for 
which the medical profession is noted. 


I cannot, however, emphasize too mueh how 
ereat is the need for many additional volun- 
teers to fill the shortage which will soon eon- 
front the Armed Forces. 

A quota of volunteers has been established 
for your state in this vital campaign. This 
figure based upon the availability and distri- 
bution of physicians in your state appears on 
the attached sheet. I am confident that you 
and your colleagues will make every effort 
to make certain that your state contributes its 
share of professional manpower to our Armed 
Forces. 

Undoubtedly, in your state, there are many 
physicians who received all or part of their 
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education under government auspices through 
the wartime ASTP and V-12 programs. May 
I urge you to request additional emphasis on 
their part in encouraging these men to volun- 
teer now for active duty? 


In addition, there are numerous physicians 
in your state who were deferred from mili- 
tary service to complete their educations at 
their own expense. These men have ineurred 
a moral debt to their country which should 
be repaid by military service now. 

Would you be kind enough in your com- 
munications with your county societies to re- 
quest that they submit to me as complete a 
list as possible of all physicians in their area 
who are former ASTP or V-12 students, or 
men who were deferred to complete their edu- 
cations and who have not served as commis- 
sioned officers in one of the Armed Forces? 

This cooperation will assist the Armed 
Forees greatly in their maintenance of ac- 
eurate records. 

Your past help is deeply appreciated. How- 
ever, we must not relax our efforts to obtain 
additional volunteers if we are to fulfill our 
country’s pledge of adequate medical care 
for the men and women serving in our Armed 
Forces. 

Sincerely yours, 
Louis JOHNSON 


DELAWARE 
Recommended State Physicians’ Quota... 4 
Number who have volunteered .......... 1 
IE 6 iin tnd60 oe decdnsenscevewsnes 3 


Dr. Calvin B. Hearne, Memorial Hospital, 
Wilmington. 





BOOK REVIEWS 


Medicine Throughout Antiquity. By Ben- 
jamin Lee Gordon, M.D., Attending Oph- 
thalmologist, Shore Memorial Hospital, Som- 
ers’ Point, N. J. Pp. 818, with 157 illustra- 
tions. Cloth. Price $6.00. | Philadelphia: 
F. A. Davis Company, 1949. 

Gordon’s new book is the mate to his ‘‘ Ro- 
mance of Medicine,’’ which we reviewed in 
THE JOURNAL in July, 1944, and is just as 
commendable. He traces medicine from pre- 
historic antiquity to the end of the Greco 


Roman period—the fall of Rome—in 476 A.D. 
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Ancient medical men made fundamental dis- 
coveries—even the recent discovery of peni- 
cillm may find a counterpart in the ancient 
use of the fungus found on human skulls as 
a hemostatic—and Gordon correlates them 
with the current practices of today. His 
style is easy ; the book reads like a novel with 
a bizarre but fascinating plot. The amount 
of unusual data is remarkable and represents 
vears of research. 

If you want pleasant, and profitable, read- 
ing on your vacation, this is the book. 





AEsculapius Comes to the Colonies. By 
Maurice Bear Gordon, M. D. Pp. 560, with 
107 illustrations. Cloth. Price, $10.00. 
Ventnor, N. J.: Ventnor Publishers, In- 
corporated, 1949. 


This Gordon, son of the Gordon above, gives 
for the first time in one volume, the story of 
the early days of medicine in the thirteen 
original colonies, where, from the beginning, 
colonial doctors showed a great interest in 
matters of state, five of them having signed 
the Declaration of Independence. 

Gordon devotes 33 pages to Delaware 
(other colonies vary from 17 to 90 pages), 18 


ot which are devoted to reprinting Matthew 


Wilson’s famous Therapeutic Alphabet, and 
6 pages to James Tilton. The remaining 9 
pages give a fairly good story of doctors and 
doctoring in the early days of Delaware. 

There are, however, certain inaccuracies, 
e-g.: it is news to us that Latimer (p. 311) 
was Surgeon-General of the United States 
Army from 1813 to 1815. The post was creat- 
ed by Congress in 1813 and Tilton was the 
first to fill it, till 1815. Furthermore, Latimer 
never was President of the Medical Society 
of Delaware. That Society was incorporated 
in 1789 and Tilton was its President from 
then till his death in 1822, whereas Latimer 
died in 1819. For additional information, 
the author is referred this reviewer’s article, 
‘*Medicine in Delaware,’’ in H. Clay Reed’s: 
Delaware—A History of the First State, Vol. 
II, Ch. 25, p. 737 (New York: Lewis Histori- 
eal Pub. Co., 1947). 

The book is too bulky and too costly ; com- 
pare this one with the one above for pages, 
illustrations and costs. 

Despite these criticisms, we believe the 
book is worthwhile. 























